Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Mildred’s CHAPTER 100.1
Address: Inspection Date: March 11,2021 Annual
94-1273 Peke Place, Waipahu, Hawaii 96797

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

RECEIVED

08/16/16, Rev 09/09/16. 04/16/18 MAR 2 5 2[]21



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented WTJHE—-LEF ICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY .3/4? 1/ N}/
to certify that they are free of infectious diseases.
FINDINGS 7 F}“] steak pLam dene vy a/flr/.zl
Primary care giver: No documented evidence of annual - ‘ .
physical exam. 4 ﬂl‘] f” a’M %M ” n?n
tart Wl hondar.
2
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MAR 2 5 2011



to residents in the Type | ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Primary care giver: No documented evidence of annual
physical exam.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
[X] | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?

~—

Yarfua

08/16/16, Rev 09/09/16, 04/16/18
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
g §11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services DID YOU CORRECT THE DEFICIENCY?

to residents in the Type | ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO TELL US HOW YOU |
FINDINGS CORRECTED THE DEFICIENCY BB /ﬁhl/

Primary care giver: No documented evidence of annual

tuberculosis clearance. ﬁé f . ﬂ7~ 7 6 ceal
btslaliin thru riy rer %
i e Sl

RECEIVED
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
E §11-100.1-9 Personnel. staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURF PLAN
evidence of an initial and annual tuberculosis clearance. / 24/ /
USE THIS SPACE TO EXPLAIN YOUR FUTURE J
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Primary care giver: No documented evidence of annual IT DOESN’T HAPPEN AGAIN?

tuberculosis clearance.
}UI// }1M ML _ W
\for Py Gt 78 el allo lptom

7, hlgured & boport if £hprte.
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08/16/16, Rev 09/09/16, 04/16/18 MAR 2 5 2021




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (i) PART 1
Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s DID YOU CORRECT THE DEFICIENCY?
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO TELL US HOW YOU
confirmation by the attending physician or APRN shall be CORRECTED THE DEFICIENCY 3 /ﬂ/b-l/
obtained during the next office visit.
FINDINGS WW o 7“"4’7“”""‘ rroles
Resident #1 and #3: No documented evidence that diet .
order was renewed annually. M’I(‘A &A’ 'M'ZQ’ p c/d %‘4" M n
Mgulas k17 ooy - Lepey et
. i 7 5
e cdueade Aot
6 RECEIVED
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-100.1-13 Nutrition. (i) PART 2

Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE 3/ i/ou& /
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
obtained during the next office visit. IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1 and #3: No documented evidence that diet }w nj‘ W / W ax
order was renewed annually. ) =) ) "

O perindir o phlaiw dued  oroldr

7 RECEIVED
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B | §11-100.1-13 Nutrition. (1) PART 1

Special diets shall be provided for residents only as ordered

by their physician or APRN. Only those Type I ARCHs DID YOU CORRECT THE DEFICIENCY?

licensed to provide special diets may admit residents
requiring such diets.

USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY
Resident #2: physician diet order of “cardiac diabetic diet”. 3/2 4 / i /

No documented evidence that diet is being provided. Q‘ !' g a W gwdlr %“fmv
g PP o change Akt
ok b okt it m oar]
Aol olied

8 RECEIVED
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4 | §11-100.1-13 Nutrition. (1) PART 2
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type | ARCHs

licensed to provide special diets may admit residents FUTURE PLAN
requiring such diets.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT 3/ a2
Resident #2: physician diet order of “cardiac diabetic diet”. IT DOESN’T HAPPEN AGAIN?

No documented evidence that diet is being provided.
) il Aefer T rhy odmne s, ohecklicy
5 praper odbouminllion i slnk
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08/16/16, Rev 09/09/16, 04/16/18

< | §11-100.1-15 Medications. (g)
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year.
FINDINGS
Resident #1: No documented evidence that medication
orders were renewed from 2/24/20 to 10/13/20. P / A /.u 2/
Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
10 RECEIVED

MAR 2 5 2011



<] | §11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1: No documented evidence that medication | PLAN: WHAT WILL YOU DO TO ENSURE THAT / /
orders were renewed from 2/24/20 to 10/13/20. IT DOESN'T HAPPEN AGAIN? 19/ 2 [t/
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Ml ded 4. AMZCA.J
Licensee’s/Administrator’s Signature:@j( Aﬁ
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Print Name:

Date:
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